Stroke is common, serious, and expensive. With
INTRODUCTION
Presently in the United States, approximately 750,000 new or recurrent strokes occur every year, resulting in approximately 150,000 annual deaths. Stroke is the leading cause of long-term disability and the third leading cause of death in this country. Furthermore, its prevalence is increasing because the nation's population is aging. Importantly, acute stroke care has undergone a transformation in the last decade. The clear success of the 1995 National Institute of Neurological Disorders and Stroke (NINDS) recombinant tissuetype plasminogen activator (rt-PA) stroke trial led to the first, and to this day only, US Food and Drug Administration (USFDA)-approved drug for the treatment of acute ischemic stroke (National Institute of Neurological Disorders and Stroke rt-PA Stroke Study Group, 1995) . rt-PA was shown to significantly improve patient outcome when delivered within 3 hours of symptom onset, with benefit lasting up to at least 1 year (Kwiatkowski et al, 1999) .
IV thrombolytic therapy is still very much underused, as only 2% to 8.5% of patients with stroke receive it (Arora et al, 2005; Bambauer et al, 2006; Kleindorfer et al, 2003) . Ideally, more than 40% of all stroke patients should receive rt-PA (Bambauer et al, 2006) . Three major obstacles preventing additional rt-PA use have been proposed by Bambauer and colleagues (2006) : (1) poor public awareness of stroke symptoms, (2) physician fear of legal liability, and (3) insufficient funding for necessary facilities and personnel. Additional reasons include a lack of training for both neurologists and emergency medicine physicians in the use of the treatment, lack of adequate reimbursement for providing acute treatment (Kleindorfer et al, 2005) , infringement of lifestyle for neurologists who are not well adapted to urgently arriving to an emergency department (ED) within a very brief period of time from notification, and the shortness of the allowable time window for administration of therapy (Kleindorfer et al, 2004) when there is not a cohesive and efficient emergency approach to acute stroke within a given hospital (Burgin et al, 2001) .
THE STROKE CENTER CONCEPT
In 2000, the Brain Attack Coalition published recommendations for establishing primary stroke centers (PSCs) with the main goal of decreasing strokerelated mortality and morbidity (Alberts et al, 2000) . The goal was to identify and certify hospitals that are equipped to treat patients with acute stroke with the intent of increasing the use of rt-PA and standardizing stroke care nationwide (Mohammad et al, 2006) . A PSC is an establishment dedicated to providing organized and efficient care for patients with acute stroke.
Stroke centers are now officially recognized by The Joint Commission (formerly Joint Commission on Accreditation of Healthcare Organizations) and, therefore, have to abide by certain specific criteria. The specific certification process will be discussed later in this chapter. Further, several individual state departments of health have been designating PSCs in their state to improve prehospital triage and ambulance directives of acute stroke patients to hospitals properly committed to acute stroke care and rt-PA use. This chapter will review the procedure for earning PSC certification and the benefits that result from it. First, a discussion of the finances of stroke care placed within a historical context is provided as important background for the groundswell of interest in stroke care and treatment leading to the concept of the PSC and the need for public and professional education about stroke.
A HISTORY OF A SLOWLY IMPROVING FINANCIAL MISMATCH For most of the period from June 1996, when the USFDA approved rt-PA for acute ischemic stroke, to today, hospitals and neurologists were not appropriately and adequately reimbursed for care and services provided for patients with acute stroke. ED physicians typically admitted acute stroke patients to primary care physicians, most often family practitioners and internists. Neurologist consultants saw the patient later that day or frequently the next day on rounds prior to going to the office to see outpatients and perform electrodiagnostic studies. This care model was generally acceptable to most clinicians because there was not proven, time-dependent treatment for acute ischemic stroke until the USFDA approval of rt-PA. This occurred despite physicians who care for acute stroke proclaiming ''time is brain'' (Gomez, 1993) . More recent quantification of this concept suggests a loss of approximately 2 million neurons per minute during a typical large vessel occlusive stroke (Saver, 2006) .
Slowly, a paradigm shift has evolved based on the significant financial benefit of rt-PA therapy to a health care system. More recently, hospitals benefited from a new, improved diagnosisrelated group (DRG) reimbursement structure for patients with acute ischemic stroke treated with rt-PA (DRG A A primary stroke center is an establishment dedicated to providing organized and efficient care for patients with acute stroke. 559) (Figure 6-1) (Demaerschalk and Durocher, 2007) . With this financial paradigm shift, hospital administrators and health care business managers have begun to take acute stroke more seriously (as it positively impacted the bottom line). They have been more willing to partner with physician leaders to develop acute stroke care protocols that incorporate rt-PA within a hospital emergency setting. Administration has provided, at times, some of the resources needed to provide this heightened level and multidisciplinary complexity of care (Steven R. Levine personal experience with affiliated community hospitals and informal survey of stroke neurologists nationally).
IV rt-PA was first found to be costsaving by Fagan and colleagues (1998) : a cost savings of $4 million per 1000 patients treated. Demaerschalk and Yip (2005) performed a financial mod-eling analysis on the incremental impact of greater utilization of rt-PA. If the proportion of acute ischemic stroke patients receiving rt-PA were increased to 4%, 6%, 8%, 10%, 15%, or 20%, the realized cost savings would be approximately $15, $22, $30, $37, $55, and $74 million, respectively. This increase would result in an enormous realized savings for America's health care system. use of the critical care codes for stroke with appropriate documentation of time. Recommendations from others include use of E/M codes 99251 to 99255 for the initial inpatient consultation. Codes for rt-PA administration (37195), physician standby services (99360), and phone consultations (99371-99373) are not covered by Medicare and many private insurance companies. Code 37195 is not covered because it does not contain a physician work value because oftentimes rt-PA is administered by hospital staff. Two attempts to combine these CPT codes in 2002 to bill for rt-PA administration calculated reimbursement rates between $445 and $460 (Bambauer et al, 2006 ). These reimbursement rates are similar to reading four electroencephalograms, injecting botulinum toxin into either an arm or a leg, and spending 1 hour with a critically ill stroke patient. The clinician summary of the AAN coding guideline for stroke and critical care is available at www.aan. com/globals/axon/assets/2858.pdf and included as an Appendix.
PRACTICAL IMPACT ON

Incentivizing Physicians to Perform Acute Stroke Care
There is clearly a problem trying to provide a financial incentive that outweighs the liability concern for a neurologist managing acute rt-PA treatment in an emergency setting. Either the ED or the neurologist, but not both, can bill for the rt-PA treatment procedure. The lack of reimbursement for some of the relevant E/M codes, combined with a major cloud of potential liability and lawsuits, creates little incentive for busy neurologists to interrupt other work or personal time to help EDs provide rt-PA.
Two years ago, the US Centers for Medicare & Medicaid Services created DRG code 559 to increase reimbursement for stroke patients treated with rt-PA-almost doubling the reimbursement rate for a similar stroke patient not given rt-PA. This was a critical step in facilitating hospital and neurologist involvement in providing this proven therapy. The current reimbursement policy, however, falls short for patients treated in a ''drip and ship'' fashion (ie, patient is given IV rt-PA bolus at one hospital and transferred during IV infusion to a second hospital). Only the facility that initiates treatment can bill and be reimbursed while the receiving hospital, despite taking on the brunt of the postthrombolysis care, cannot be reimbursed for the thrombolytic care through DRG 559. It is important to note, however, that effective October 1, 2008, a new International Classification of Diseases, Ninth Revision (ICD-9) v-code became available that should be used to track cases in which the patient receives rt-PA at one facility and is then transferred and admitted to another facility (V45.88 Status postadministration of t-PA [rt-PA] in a different facility within the last 24 hours prior to admission to current facility; code first condition requiring t-PA administration, such as: acute cerebral infarction [433.0-433.9 with fifth digit 1, 434.0-434.9 with fifth digit 1] acute myocardial infarction [410.00-410.92]). Hospital staff need to use this code so that these cases can be tracked and data gathered to assess the need for a new DRG to address the payment disparity.
While movement in the direction of a more systematic, coordinated, multidisciplinary approach to stroke has been taking place across the United States over the past decade, many community hospitals have still not been able to identify specialty physician leaders (preferably ED physicians or neurologists) who champion stroke care in their hospital and work hand in hand with a facilitative administrator Continuum: Lifelong Learning Neurol 2008;14(6)
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A There is clearly a problem trying to provide a financial incentive that outweighs the liability concern for a neurologist managing acute rt-PA treatment in an emergency setting.
A While movement in the direction of a more systematic, coordinated, multi-disciplinary approach to stroke has been taking place across the United States over the past decade, many community hospitals have still not been able to identify specialty physician leaders who champion stroke care and can work hand in hand with a facilitative administrator to optimize stroke care.
to optimize stroke care. This seems to be a particular problem in the more rural nonurban hospitals where a relative lack of protocol-driven, evidencebased stroke care has been highlighted (Burgin et al, 2001) .
WHAT IS A PRIMARY STROKE CENTER?
The idea of a stroke center was based on scientific medical literature that demonstrated advantages of several treatments and approaches to acute stroke care. The evidence, derived from both randomized clinical trials and observational studies, suggests that several elements of a stroke center would improve patient care and outcomes ( Table 6 -1).
The stroke center designation first became available in November 2003, and currently more than 500 programs carry it (Joint Commission, 2008) .
Key elements of PSCs include acute stroke teams, stroke units, written care protocols, and an integrated emergency response system. Important support services include availability and interpretation of CT scans 24 hours every day and rapid laboratory testing. Administrative support, strong leadership, and continuing education are also important elements for stroke centers. Adoption of these recommendations may increase the use of appropriate diagnostic and therapeutic modalities and reduce peri-stroke complications. The establishment of PSCs has the potential to improve the care of patients with stroke (Lattimore et al, 2003) . One of the most important challenges is coordinating a multidisciplinary approach to acute stroke that involves hospital administration, emergency physicians and nurses, neurologists, dedicated stroke beds/unit with appropriate monitoring, radiology, laboratory, pharmacy, patient transport, and rehabilitation.
Necessary Components
Many hospitals do not have the necessary infrastructure and organization to treat patients with stroke rapidly and efficiently. With this fact in mind, the Brain Attack Coalition has identified 11 criteria that are necessary for establishing a PSC. These can be subdivided into two groups: patient care areas and support services.
The former group includes acute stroke teams, which would be composed of a variety of health care professionals who have experience with cerebrovascular disease. They can take alternating shifts, but there must be at least one physician, along with 
KEY POINT
A The establishment of primary stroke centers has the potential to improve the care of patients with stroke.
another professional, available 24 hours a day, every day. The teams would have a system for rapid notification and activation of a stroke code so that they can be at the patient's bedside within 15 minutes of admission. The average annual cost for the stroke teams would range from $5000 to $10,000, depending on their size. There should be written documentation of the existence of the teams with a description of their role, and a log should be kept for quality improvement purposes. Financial incentives need to be considered ( Table 6 -2). The next criterion is written care protocols, which are needed for the emergency care of patients with ischemia or hemorrhage. There must also be treatment-specific protocols, such as one for the use of rt-PA. The protocols should be available in the ED, and they should be updated once a year. Recording adherence to these protocols can help improve quality on a continuous basis. Examples include preprinted admission order sets with checkboxes that prompt the provider to address the necessary elements of stroke care, such as deep vein thrombosis prophylaxis, dysphagia screening, and physical and occupational therapy consultations. Additionally, tissue plasminogen activator (t-PA) order sets reduce t-PA-related complications by enforcing inclusion and exclusion criteria.
Emergency medical services (EMS) must be available to provide timely care to patients. Stroke has to be classified as a high priority in order to make rapid access possible, which has been shown to be beneficial for patient outcome. EMS must be integrated within the center itself and can cooperate in education initiatives that are launched by the center. Finally, EMS must have a written plan of action to which it should adhere as closely as possible.
Getting Started
What are the Joint Commission requirements? The Joint Commission has a disease-specific care certification " PRIMARY STROKE CENTERS program (Morrison, 2005) . Available on its website is the stroke performance measurement implementation manual, which includes information on background, stroke framework, stroke guidelines (supporting measures), measure information, a data element dictionary, data collection tool, sampling, glossary, and references. It also includes ICD-9 Clinical Modification (ICD-9-CM) principal diagnosis codes for ischemic stroke, hemorrhagic stroke, and TIA. Because requirements may change annually, it is important to check the Joint Commission website at www.jointcommission. org for current requirements. Cost to the hospital for the initial Joint Com-mission certification can be thousands of dollars.
The framework contains domains for urgent care assessment, acute care hospitalization/treatment, risk factor modification, secondary prevention, education, and rehabilitation. Key measurement areas for these domains are listed in Table 6 -3. The timeline for certification is shown in Figure 6 -2.
The 10 Joint Commissionrecommended stroke-specific care performance measures are listed in on the Joint Commission website. These are the new guidelines, and, therefore, this is an iterative process that will require revisions as care standards will evolve. The data elements required to capture for the certification process are also listed and explained in a very straightforward manner. All terms are defined for standardization of data collection and reliability.
The data collected allow continuous quality improvement for the hospitalto track each of the performance measures each quarter, to discuss the results with members of the stroke center, and to work on processes to improve the rates of compliance.
BENEFITS OF BECOMING A PRIMARY STROKE CENTER
By becoming a PSC, an institution can raise its standard of care for acute stroke. PSC designation allows a hospital to develop and implement a protocol for multidisciplinary care of patients with acute and subacute stroke and appropriate use of rt-PA. An example of this is shown in Figure 6 -3. Expected benefits of becoming a designated stroke center are summarized in Table 6 -5.
STROKE CENTER PERSONNEL
Stroke is a complex disease that spans several medical and surgical specialties. In order to provide stroke center-level care, it is critical to bring expertise from these different disciplines together to provide synergism in the care of a patient with stroke. Typically, stroke centers would have some level of representation or involvement from the areas of neurology, emergency medicine, radiology/neuroradiology, neurosurgery, internal medicine, physiatry, family practice, vascular surgery, critical care, laboratory medicine/clinical pathology, cardiology, quality assurance, and hospital administration. Having regular dialogue and meetings with representatives from these various fields can help ensure that care processes and protocols are optimized for the individual stroke center and that the patient's needs are given top priority. A ''quarterback''-the director of the stroke center-is needed to facilitate meetings and processes and take overall responsibility for the center's function. Choosing the best person for the job is often a critical factor in the successful operations of the stroke center. Typically this person is a neurologist. Given the current relative lack of subspecialty-boarded vascular neurologists, it is not practical to have fellowship-trained stroke physicians at most hospitals.
The director should expect to commit time to the development and " PRIMARY STROKE CENTERS maintenance of the stroke center. Much of the effort to launch the stroke center occurs at the front end of the process. It is optimal, through the support of hospital administration (after they understand the financial benefits of becoming a designated/certified stroke center), to have a stroke center coordinator who works hand in hand with the director and the related disciplines to help conduct quality improvement activities ( Figure 6-4) , insure prospective data capture of all patients with stroke seen or admitted, summarize the data, and help plan the educational activities. both the director and the coordinator should include consensus building with good interpersonal abilities, negotiating savvy, administrative abilities, and excellent clinical skills. An enlightened hospital administration may even sup-port (and should support) part of the salary/income of the stroke center director for this added and important hospital responsibility.
A STEP-BY-STEP GUIDE TO REQUIRED STROKE SERVICES Commitment to Stroke Services and Their Awareness Within the Hospital and Community A hospital interested in becoming a stroke center must have an awareness of its acute stroke care abilities and resources and wish to improve them. Preparing a current inventory of relevant services is helpful. Administration within the hospital can help by establishing mechanisms to guide and guarantee working relationships with professional and community groups committed to increasing public awareness of stroke as well as access to acute stroke care. The stroke champion or hospital-appointed professional will be the community liaison and work to improve timely access to acute stroke care for all community members in collaboration with private, public, and voluntary sectors of the
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Maximize Optimal Stroke Care
An ongoing and detailed monitoring process is necessary to optimize acute stroke care. This includes time-to-careprocess documentation, quality measures, working through barriers, and addressing areas that fall below national benchmark standards. There must be coordination of services with EMS, the ED, nurses, the neurologist, and the departments of radiology, pharmacy, clinical laboratory, rehabilitation, and administration. Ideally, an area should be designated for patients with stroke, which includes designated stroke beds. The leadership of the stroke center should be documented on an ongoing basis, with written acknowledgment by administration, regular stroke team/center meetings, and on-file documentation (curricula vitae) of key stroke center personnel training and expertise. There should be a listing of resources available for the stroke center and a budget.
Maintain Written Care Protocols and Pathways
Written standing orders should be developed based on evidence from the published peer-reviewed medical literature and endorsed by the American Stroke Association/American Heart Association, the AAN, and/or the NIH. This provides and encourages consistency of care and avoids using out-of-date, unproven, and potentially dangerous therapies. These guidelines would include practical approaches to use of diagnostic studies, patient monitoring type and frequency, medications, consultants, and discharge planning. These guidelines should be reviewed and updated annually.
Organize an Acute Stroke Team A qualified health professional (typically a neurologist, neurosurgeon, or someone with expertise and experience in acute stroke care) should lead the stroke team. At a minimum, a stroke center leader who is board certified or board qualified (as not enough fellowship-trained stroke specialists are available) with special competence in caring for and treating patients with stroke should be designated. In addition, there should be another health care professional, such as a registered nurse, nurse practitioner, or physician's assistant, who is also experienced in caring for patients with stroke. Written documentation of administrative support, staffing, notification plans, response times, and quality improvement procedures and actions taken should be implemented. The acute stroke team should be on call 24 hours a day, 7 days a week, 365 days a year and be available at the bedside within 15 minutes of being notified. A stroke log should be maintained that summarizes all patients with acute stroke that led to stroke team notification, the team's response times, patient diagnosis, treatments, and outcomes.
Integration of Emergency Medical Services
Well-developed communication lines with EMS should be in place. This can be facilitated with a letter of commitment to integrate EMS within the ED of the hospital and can help emphasize the need for rapid patient transport and prehospital stroke scales and assessment. Educational activities for EMS personnel should be provided at least twice a year.
Educate Emergency Department Personnel
Physicians and other health care professionals working in the ED should receive formal education on all aspects of acute stroke (ischemic and hemorrhagic)-history, examination, NIH Stroke Scale score, diagnostic studies, treatment (specifically including rt-PA), supportive care, monitoring, and outcome. They should also be updated regularly to ensure familiarity with procedures for communicating with EMS and activating the stroke team. ED personnel should attend CME programs on stroke at least twice a year.
Ensure Rapid Access to Neuroimaging (Typically Head CT Scanning)
There should be a written agreement and understanding between the stroke center leader/director and the chief of radiology that documents rapid access to head CT scanning and its interpretation for acute stroke patients 24 hours a day, 7 days a week, 365 days a year. Head CT (or MRI) should be performed within 20 minutes of being ordered and interpreted within 20 minutes of the study's completion. This can be performed, as necessary, using telemedicine (teleradiology). Documentation, such as a logbook, should be provided for all stroke CT requests and interpretations to assess compliance with these guidelines.
Availability of Laboratory Services
A written agreement and understanding should be established between the stroke center leader/director and the chief of laboratory services that documents rapid access (within 45 minutes of being ordered) to specific, strokerelated (rt-PA protocol required) laboratory studies 24 hours a day, 7 days a week, 365 days a year. A logbook should be provided for documentation of all acute stroke laboratory studies to assess compliance with these guidelines.
Stroke Unit/Designated Beds Availability
A designated unit should be available for patients with stroke beyond the acute treatment period, either within the stroke center or at another site. These arrangements should be prespecified and written. The functions of the stroke unit should be documented. These include admission and discharge criteria, care protocols, patient census, and outcomes data. Physicians, nurses, and staff on the stroke unit team must receive a minimum of 8 hours of CME or its equivalent credit annually in the area of care of patients with cerebrovascular disease. The stroke unit should be equipped with necessary tools and technology to properly care for patients with stroke who are medically stable. These include written care protocols and capability to continuously and noninvasively monitor blood pressure and cardiac rhythm. This may be accomplished by locating the acute stroke designated beds within an intensive care unit.
Focus on Secondary Stroke Prevention
A key part of the stroke center is the coordinated multidisciplinary approach to prevent recurrent stroke and vascular events. Standardized prewritten orders should be available to ensure stroke mechanism-based prevention measures, treatments, and risk factor modification. Prewritten orders to assess/monitor and address potential complications are also required. " PRIMARY STROKE CENTERS factors and their modification, poststroke support services (including stroke clubs), and warning signs.
Discharge Planning
Each patient with acute stroke admitted to the stroke center should have a clear plan for discharge and placement after acute hospitalization. There should be a systematic identification of potential candidates for rehabilitation as well as follow-up for continuity of care with a physician knowledgeable about stroke.
Continuous Quality Improvement for Stroke Outcomes
The stroke center must have established outcome measures that are time specific and quantifiable. At least annual comparison of stroke outcomes at the stroke center with established national benchmarks and comparator hospitals should be done. The stroke center director ought to maintain a stroke database/ data system/registry that can track the number and type of stroke patients seen, their treatments, time to key processes, and the quality improvement indicators. Regular meetings should be held (at least 2 to 3 times a year and preferably quarterly) involving the stroke team and personnel from quality assurance. Data should be reviewed and critiqued; bad outcomes and indicators below national standards should be discussed with the focus on improving current systems of care. The stroke center director should maintain documentation of steps taken to improve outcomes, costs, reduce length of stay, increase admissions, and establish uniform practice standards among physicians caring for patients with stroke. The stroke center priorities will be based on this information and the need to provide continuity of professional and public education. Finally, a strategic plan for the stroke center should be formulated by the stroke center director and stroke team. This will assess the population's need for acute stroke care and the stroke center's capability to provide for these needs. Ongoing internal and external monitoring should be done with adjustments made as needed (Tilley et al, 1997) . Figure 6 -5 provides an example of tracking t-PA use before and during a pilot phase and after developing a stroke team within a stroke center. Once a stroke center is up and running, there are ongoing maintenance costs to maintain the high quality of care (Table 6-6).
STROKE EDUCATION
The need to educate both professionals and the public about stroke is great, considering that fewer than 5% of all patients with strokes receive the only USFDA-approved and proven therapy for acute ischemic stroke. Key areas include providing information about why stroke is a major medical emergency and that stroke is common, serious, and expensive. The need to activate 911 is a crucial public message. The data from Table 6 -7 support the need for professional education.
The Joint Commission requires that the core stroke team have 8 hours of continuing stroke education annually. Each team is defined by the individual hospital. The core team is typically composed of staff responsible for oversight of the stroke program and protocols. The 8 hours of continuing education can be accomplished through various methods, such as grand rounds, seminars or conferences, internet-based learning, and literature review. Certified medical education (CME) is not specifically required by the Joint Commission. The methods used for continuing education may not have CME attached but need to be specific to stroke.
As stated on the Joint Commission website, the American Stroke Associa-tion expert panel would recommend that this team have 8 hours of continuing education units from conferences that provide updates on acute stroke care. A minimum of 80% of the ED staff is required to be knowledgeable about the organization's acute stroke protocol. The staff that provides direct care to the patient with stroke should receive stroke education, but 8 hours is not required. This would include staff from the critical care, neurology, and step-down units or wherever the stroke patient may receive care in the organization. Nurses on nonstroke units, where patients with stroke are not routinely provided care, and ancillary staff, such as housekeeping and dietary, are supposed to understand the signs and symptoms of stroke. In addition, they need to understand how to activate the organization's emergency response team.
Specific content typically addressed at conferences geared for professional stroke education updates include Acute stroke team $5000 to $20,000
Stroke unit b $0 to $120,000
Radiology technician coverage $0 to $50,000
Physician leader $0 to $20,000
Staff education support $1000 to $5000
Public educational programs $2000 to $10,000
Marketing $0 to $20,000 a These cost estimates vary based on the current staffing levels, programmatic support, reimbursement policies, and infrastructure at a specific hospital. Hospitals with ongoing stroke programs may not have to expend additional monies in these areas.
b
Costs for the stroke unit are based on additional staffing needs and do not include the costs of new infrastructure (ie, room renovations, telemetry equipment) needed to build a new unit. Staffing costs will vary depending on current staffing levels, duties, and coverage at specific hospitals. management of both hemorrhagic and ischemic acute stroke, management of acute TIAs, pre-hospital care of acute stroke, updates on stroke certification and designation processes (Joint Commission and state based), stroke pathogenesis and etiology, brain and vascular imaging, treatment (the spectrum of acute options), risk factor identification and management, ongoing relevant clinical trials, rehabilitation/ recovery/repair and restoration, and nursing issues.
DEVELOPING A LINK TO A COMPREHENSIVE STROKE CENTER
While focusing at first on primary stroke centers, the Brain Attack Coalition also mentioned the need for establishing comprehensive stroke centers (CSCs). PSCs would provide emergency care and stabilize patients, and the CSCs would provide complete care for the most complex stroke cases. Everything that is needed for stroke care would be available at the CSC site, and patients could be transferred from a PSC to the nearest CSC if deemed necessary. CSC certification brings stroke care to an even higher level, and recommendations were established in 2005 in order to make this next step possible (Mohammad et al, 2006) . Once enough CSCs are established, PSCs need to develop a link with the closest CSC so as to develop regional networks for acute stroke care, in which several PSCs would branch off each CSC. These Felt that the level of reimbursement influences IV t-PA administration decisions networks would then allow for fast patient transfers and make it easier to enroll patients in clinical trials, which are needed to develop new, more effective treatments for stroke. Linking a PSC to a CSC allows ongoing support and development of relationships that can only improve patient care.
